During the past 3 decades, research has identifi ed several psychosocial evidence-based practices (EBPs) for people with severe mental illness (SMI). Starting from a different origin, the recovery movement has infl uenced perceptions of how EBPs and other services should be delivered, and also emphasized the value of peer supports. We now know much more than 30 years ago about the kinds of services that help people with SMI live satisfying lives in the community. Evidence-based and recovery-oriented service s require additional resources but use them sparingly: they are highly individualized, often result in reductions in costs of other mental health services, such as hospitalizations, and favour reliance on and integration into community settings rather than mental health services. Nevertheless, access to such services remains very limited. During the same period, the place of medications in the services system has become a source of growing concern, and there are several reasons to believe that current spending on medications is excessive. Inadequate housing and community supports that increase lengths of stay unnecessarily and spending on ineffective, nonrecovery-oriented vocational services are only 2 additional forms of misallocation of resources. Devolving control over medication budgets to regional or local health authorities, introducing program budgeting and marginal analysis, and implementing individual budgets to give more control to service users (in addition to promoting shared decision making) merit further investigation as potential strategies to improve outcomes for people with SMI in Canada in the context of limited budgets.
D uring the past 3 decades, research has identifi ed several psychosocial EBPs for people with SMI. 1, 2 The recovery movement has infl uenced perceptions of how EBPs and other services should be delivered, and also emphasized the value of peer supports. 3, 4 While much research remains to be done, we now know much more than 30 years ago about the kinds of services that will actually help people with SMI live satisfying lives in the community. Nevertheless, access to such services remains very limited.
During the same period, the place of medications in the services system has become a source of growing concern, and there are several reasons to believe that current spending on medications is excessive. 5 This is only one of several instances of misallocation of resources in the mental health system. While some have questioned whether the overall level of spending on mental health treatment and services in Canada is too low, 6 it is diffi cult to tell how much additional spending would be needed, given the potential for improvement in resource allocation. New mechanisms are needed that will tend to progressively improve the manner in which resources are allocated, so that service users can more effectively attain their own goals.
EBPs and Recovery
Since the seminal papers on ACT were published in 1980, [7] [8] [9] experimental research has identifi ed numerous psychosocial practices for adults with SMI that can be considered evidence-based. Lists of such practices vary, as the exact nature of a practice is not always clearly defi ned, and as the evidence is in some cases ambiguous. For example, the 2009 schizophrenia Patient Outcomes Research Team (commonly referred to as PORT) psychosocial treatment recommendations identify 8 practices as having a suffi ciently strong evidence base to merit deployment in a treatment system: ACT, supported employment, CBT, family-based services, use of a token economy in the context of long-term inpatient or residential care, skills training, psychosocial interventions for alcohol and substance use disorders, and psychosocial interventions for weight management. 1 Other psychosocial practices for people with SMI that have been identifi ed as evidence-based include: Housing First, 10, 11 early intervention services for FEP, 12 illness management and recovery, 13 and medication management according to protocol. 14 All these practices have in common some degree of demonstration of effi cacy, using RCTs and, in many cases, other research designs as well, on one or more measures. 2 In parallel with the development of EBPs, the objective of making systems of care recovery-oriented has taken hold. There is far from unanimity as to what are the characteristics of a recovery-oriented system. In the interest of clarifying the resource implications of adopting a recovery orientation, we suggest that making a system of care more recoveryoriented implies the following 5 kinds of changes. First, relationships between front-line staff and service users need to become more egalitarian, hope-fi lled, strengths-based, collaborative, and empowering. 4, 15, 16 Decision making, including regarding medications, needs to be shared. 17, 18 Such changes in approach rest on a rearticulation of values. 4 Many authors view the inclusion of peer support workers in signifi cant numbers in the front-line delivery of services as an essential means for infl uencing a service system in this direction, and research suggests that doing so may improve satisfaction, reduce hospitalizations, and maintain effectiveness on practical outcomes such as employment and living arrangements. 19, 20 Second, and relatedly, the service system needs to reorient itself toward supporting service users in the attainment of their own life goals rather than professionals' goals or perceptions of service users' best interests. An important consequence of attending to service users' goals is that the service system draws on community resources to facilitate client integration into the community-in becoming user-centred, it also becomes community-focused. 16 This in itself tends to reduce reliance on the mental health system. Third, some recovery advocates also argue for broadening the kinds of supports that the service system can provide, so that they encompass the construction of meaning, notably through spirituality and other uplifting pursuits, such as literature, music and art, and the development of relationships. 21, 22 Fourth, many emphasize the importance of giving service users who have publicly identifi ed themselves as such, roles at all levels in the management and evaluation of service delivery systems. 4 Last but not least, a recovery orientation implies ensuring access to mutual support groups and other user-led services. 4, 22 Among these 5 kinds of changes, attending to service users' life goals requires some explanation, and our position here may not agree with that of all others. We make a distinction between the expressed preferences of particular service users, and the goals that service users who have not yet been socialized into the role of psychiatric patient, or who have experienced recovery, typically express. People newly diagnosed with psychotic disorders who enter FEP clinics resist being oriented toward segregated settings: rather, nearly all desire help to attain or remain in mainstream school or work settings. 23, 24 Similarly, recovery narratives tend to emphasize integration into mainstream housing, schooling, work, and leisure settings as positive factors in their recovery, rather than being placed into segregated settings. [25] [26] [27] Segregated settings naturally tend to strengthen a client's identity as a psychiatric patient rather than that of a citizen pursuing recovery through social inclusion. In our view, therefore, attending to service users' goals implies helping them to integrate mainstream settings to the greatest extent possible, and offering segregated settings only when repeated attempts to integrate mainstream settings have failed. Some may view this as a new kind of paternalism; however, if so, it is one that seeks to give people more freedom, rather than to overprotect them. It refl ects a value judgment that is based on the observation that this is what people would almost certainly want for themselves had they not been socialized into a dependent role. The issue may become moot in time if people newly diagnosed with SMIs are helped to remain in the (mainstream) settings that they want, just as the issue, considered relevant not so long ago, of whether people ought to be helped to remain longterm psychiatric inpatients if that was their desire, has also become moot.
To what extent are the EBPs listed above, and a recovery orientation, compatible? The issue has been discussed extensively; the conclusion seems clear that there is no fundamental incompatibility between them. 3, 28, 29 The ACT model, which can in practice be coercive, 30, 31 has been adapted and further specifi ed to become more recoveryoriented 32 ; these changes are refl ected in the most recent fi delity scale for ACT. 33 Much depends on the way in which ACT is delivered; the same can be said of some other practices, notably token economies. Other EBPs mostly either target specifi c skills (for example, social skills training, and CBT), or are designed in such a way that they specifi cally emphasize supporting people with mental illness in the attainment of their own goals (for example, supported employment).
Supported employment illustrates especially well how an EBP can be supportive of recovery. It has a large and consistent evidence base, indicating that when it is implemented well, it enables most people with mental illness to attain competitive jobs. 34 It does so in a way that gives service users as much choice as possible in the jobs that they pursue and how they pursue them. As it helps service users obtain and keep competitive jobs, it promotes social inclusion and decreases discrimination while promoting the achievement of socially meaningful roles. 35 Thus, concretely, a recovery orientation implies, over and above giving access to EBPs (delivered in a hope-fi lled, empowering way where this needs to be specifi ed): 1) integrating service users throughout mental health organizations, from front-line delivery to senior management; 2) broadening the scope of services so that they better support the construction of meaning and the development of relationships; and 3) ensuring that mutual support groups and user-led services are available.
The EBPs and recovery movements can thus be viewed as complementary. Although much remains to be further specifi ed, together they provide a fairly clear indication of the kinds of services that need to be in place for service users to be helped effectively.
Nevertheless, access to most evidence-based and recoveryoriented practices remains generally quite limited. 36, 37 Although it did not include an epidemiologic survey of availability of such practices, the fi nal report of the Standing Senate Committee on Social Affairs, Science and Technology, Out of the Shadows at Last, 38 clearly implies that most Canadians with SMI do not have access to evidencebased, recovery-oriented practices.While promoting such practices does entail additional costs, we note that those additional costs are limited by the individualized approach of evidence-based and recovery-oriented approaches (which tends to limit allocating resources to people who neither need nor desire them), by the reductions in costs of other mental health services, notably inpatient care, that they often generate, and by their orientation toward natural community resources, which tends to reduce reliance on dedicated mental health services.
Funding Greater Access to Evidence-Based and Recovery-Oriented Practices

Opportunities for Improving Resource Allocation
One general avenue for improving access to evidence-based and recovery-oriented practices is to reallocate spending from treatments and interventions that are less effective in relation to their cost. There are many opportunities for such reallocations.
First, spending on medications could almost certainly be reduced signifi cantly while improving the well-being of people with SMI. Following the reintroduction of clozapine at the beginning of the 1990s, several SGAs came into wide use. Initially touted as having fewer extrapyramidal side effects and attenuating the negative symptoms of schizophrenia, these drugs turned out to have signifi cant metabolic side-effects, to a greater or lesser extent depending on the drug. Further, recent trials have indicated that they are no more effective regarding both positive and negative symptoms, compared with the older drugs, with the exception of clozapine for people who are treatmentrefractory. [39] [40] [41] There is no evidence either that they enhance social or vocational functioning. In addition, a large metaanalysis has concluded that ADs are no more effective than placebos, except possibly for people with very severe depression. 42 Nonetheless, both SGAs and ADs continue to be prescribed extensively to people with SMI.
There is considerable evidence from clinical reports and long-term studies that these medications are used to an excessive degree. 5 Further, it is striking that in Canadian health systems in general, including in mental health, there is virtually no limit to the cost of the medications that physicians can prescribe, while severe spending limits are imposed on all other types of support. This alone almost certainly implies that spending on medications is higher than it should be-optimality almost invariably occurs at a point where trade-offs across different resources are made, and in Canada there is no mechanism for making such tradeoffs once medications are listed in provincial formularies.
Total spending on pharmaceuticals related to the treatment of mental illness amounted to $2.8 billion in Canada in fi scal year 2007/08, out of a total estimated spending of $14.3 billion for mental health. 6 While this estimate includes spending by people who do not have SMI, a separate report estimates that spending on antipsychotics alone reached $629 million in Canada in 2007. 43 Even a 10% cut in spending on medications for people with SMI would thus enable a signifi cant reallocation of resources toward other services.
Second, although it is diffi cult to estimate the potential savings that could be realized, it is a commonplace observation that, even after 5 decades of deinstitutionalization, psychiatric hospitalizations (with an annual cost of more than $2.7 billion in Canada in 2007/08 6 ) could often have been prevented, and when they do occur, they are often unnecessarily long. ACT teams, if targeted at people who are prone to repeat hospitalizations, can reduce overall service costs by signifi cantly reducing hospital admissions and length of stay, 44 yet most people in Canada who could benefi t from this type of service do not have access to it. 37 Third, considering less signifi cant categories of expenditure, large sums continue to be spent on sheltered employment or occupational programs that perpetuate stigma and discrimination. For example, in Quebec an estimated $38 to $45.3 million were spent in 2005/06 on various vocational programs for people with mental illness that even provincial government reports acknowledge are relatively ineffective for people with mental illness. 45, 46 In contrast, supported employment could be made available to all those likely to need it in Quebec (60 people at a time per 100 000 population) for a total of about $20.3 million per year, 45 about one-half of what is currently spent on less effective or ineffective services. Further, evidence suggests that such services would reduce spending on other mental health services. [47] [48] [49] Thus signifi cant reallocations could be achieved that would help people with SMI without increasing the budget allocated to mental health services.
New Mechanisms to Make the Mental Health System More Cost-Effective
To allocate resources in a way that maximizes benefi ts to service users, it is necessary, fi rst, to be able to make trade-offs across spending on different types of services. As noted above, this is currently not possible concerning medications, compared with psychosocial or other mental health services, as the budgets for these are managed separately. Second, mechanisms are needed to analyze the trade-offs and decide on actual reallocations.
For trade-offs between expenditures on medications and expenditures on other services to become possible, the budgets for medications and for other services need to be pooled. This could be done at the regional or even local health authority level. Analogously, in the United Kingdom, primary care trusts, which are loosely akin to regional or local health authorities in Canada, manage budgets for medications and even general practitioner practices have become increasingly autonomous in the purchase of pharmaceuticals. 50 Second, a mechanism that can be used to make trade-offs across types of services in a systematic and well-informed manner, called PBMA, could be implemented at the regional or local health authority level. PBMA is a wellestablished method that, by 1999, had already been used 78 times in 59 regional health authorities in the United Kingdom, Australia, New Zealand, Ghana, and, more recently, Canada, with generally positive results. 51 There have been more recent instances of its use in Canada as well, 52, 53 and PBMA has been used specifi cally to allocate resources in mental health. 54 Marginal analysis is the central economic tool on which PBMA rests, and it can be described as follows. As more and more is spent on a given type of support, say, ACT, the additional benefi ts that successive increases in spending generate get smaller and smaller-in fact, there comes a point for any type of support where additional spending does more harm than good. This implies that for any given level of spending on one type of support, further spending will generate a specifi c amount of additional benefi t-this is called the marginal benefi t. As spending on a type of support rises in equal successive amounts (say, in slices of $100 000), then, the marginal benefi t may at fi rst rise, but eventually it diminishes and after a certain point becomes negative. Economic reasoning tells us that, for the benefi ts that the system as a whole generates to be as great as possible, expenditures across the various types of supports must be allocated in such a way that the marginal benefi ts of increasing spending by a given amount on any one type of support are the same across all types of support. If it were not so, given that marginal benefi ts normally decrease as spending increases, it would be possible to spend more on one type of support and less on another and achieve greater overall benefi t.
As people with SMI normally receive care within a localized area-a catchment area-this equalization of marginal benefi ts per dollar spent needs to be done at the level of each catchment area. To illustrate, if spending more per year on ACT teams in a health authority would generate more benefi t than spending the same additional amount on antipsychotic medications for people with SMI in the same health authority, then it should be possible to achieve more overall benefi t by spending more on ACT and less on medications. The application of PBMA in mental health would involve reviewing the effects of initiating spending on a new proposed program, increasing or decreasing spending on an existing program, or cutting out an existing program entirely. This work is done by a representative advisory panel and, to be as effective as possible, needs to maintain a broad perspective, considering ethical implications as well as recovery-related outcomes for particular groups. Transparency is important to maintain the integrity of the process. 55 In a recovery-oriented system, the advisory panel would need to include signifi cant service user representation.
Experience has shown that the process does present some practical diffi culties, notably obtaining agreement to reduce spending in particular areas. 56 Nonetheless, PBMA appears to offer a feasible and systematic approach to rationalizing expenditures on different programs in a given sector.
PBMA would seek to make levels of investment in different treatments and programs more helpful to service users at a macro level. Two other approaches, related to each other, seek to increase the control that individual service users have over the supports they themselves receive: shared decision making, alluded to earlier, and individual budgets.
Given perceptions that physicians often overprescribe or misprescribe drugs, 5 the concept and the practice of shared decision making have emerged 57 -which can now even be applied using a Web-based tool, developed in the United States, called Common Ground. 17 Service user groups in the province of Quebec advocate a related practice, called Gestion autonome de la médication (medication selfmanagement), which, despite its name, differs from shared decision making mostly in that it more clearly encourages service users to seek help in diminishing or eliminating their reliance on medications if they wish. 58 It is not yet known whether these approaches are in themselves suffi cient to reduce the cost of prescribed medications, but there is some indirect evidence that they may. 59 A more radical approach that could be pursued is the granting of individual budgets to service users. The high-profi le Individual Budgets Pilot Programme (commonly referred to as the IBSEN project) in England used an RCT design to test individual budgets among people with different types of disabilities. Care coordinators determined, with each service user, the amount of the budget to which he or she would be entitled, based on a standardized approach to assess need. They then helped service users to set priorities and identify potential ways to meet them. The study found that, although there were some administrative diffi culties, individual budgets improved quality of life among people with mental illness, while reducing spending. 60 England and, more recently, Scotland are now aggressively introducing this approach as part of their so-called personalization agenda.
A related pilot experiment using a pre-post design, carried out in Florida in the early 2000s found that service users given control over a budget spent more time in the community and exhibited improved functioning, including increased participation in the labour force and in education. Many service users appeared to use the opportunity to further their recovery goals by also purchasing services, such as Weight Watchers, YMCA-YWCA memberships, food, transportation, and clothing. And yet, on average, service users spent only one-third of the amounts allocated to them, which were set in relation to previous spending levels to ensure budget neutrality. 61 Extending these approaches even further, if service users were allowed to use some or all of the savings from using generic or otherwise cheaper versions of their medications (selected in the context of a shared decision-making approach) to purchase other kinds of supports, outcomes might be further enhanced still. So far there has been very little discussion of such an approach in Canada but it appears very compatible with the principles of recovery.
Conclusions
The EBPs and recovery-oriented movements converge to help defi ne the kinds of programs and services that service users need to be able to meet their goals effectively. However, access to these programs and services remains very limited, while excessive amounts are spent on medications and on less effective services. Devolving control over medication budgets to regional or local health authorities, introducing program budgeting and marginal analysis, and implementing individual budgets as ways of giving more control to service users (in addition to promoting shared decision making) merit further investigation as potential strategies to improve outcomes for people with SMI in Canada in the context of limited budgets.
Résumé : Approches économiques de l'amélioration de l'accès aux services fondés sur des données probantes et axés sur le rétablissement pour les personnes souffrant de grave maladie mentale
Durant les 3 dernières décennies, la recherche a identifi é plusieurs pratiques psychosociales fondées sur des données probantes (PFDP) pour les personnes souffrant de grave maladie mentale (GMM). Provenant d'une origine différente, le mouvement du rétablissement a infl uencé les perceptions de la manière dont les PFDP et autres services devraient être dispensés, et il a également mis l'accent sur la valeur du soutien des pairs. Nous en savons aujourd'hui beaucoup plus qu'il y a 30 ans sur les types de services qui aident les personnes souffrant de GMM à mener des vies satisfaisantes dans la communauté. Les services fondés sur des données probantes et axés sur le rétablissement nécessitent des ressources additionnelles mais ils les utilisent avec parcimonie : ils sont hautement individualisés, entraînent souvent des réductions des coûts d'autres services de santé mentale, comme les hospitalisations, et favorisent le recours et l'intégration à des milieux communautaires plutôt qu'à des services de santé mentale. Néanmoins, l'accès à ces services demeure très limité. Durant la même période, la place des médicaments dans le système des services est devenue une source de préoccupation croissante, et plusieurs raisons portent à croire que les dépenses actuelles pour les médicaments sont excessives. Le logement inadéquat et les soutiens communautaires qui augmentent la durée des séjours inutilement, ainsi que les dépenses pour des services professionnels ineffi caces et non axés sur le rétablissement ne sont que 2 formes de mauvaise affectation des ressources. Attribuer le contrôle des budgets de médicaments aux autorités sanitaires régionales ou locales, instaurer la budgétisation de programmes et l'analyse marginale, et mettre en oeuvre des budgets individuels pour donner plus de contrôle aux utilisateurs des services (en plus de faire la promotion de la prise de décisions partagée) sont des mesures qui méritent plus de recherche à titre de stratégies potentielles pour améliorer les résultats des personnes souffrant de GMM au Canada, dans le contexte des budgets limités.
